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SLYLVRY COWT SEVEVRR NAVICSL UV
REFUGEE HEALTH ASSESSMENT SUMMARY

DEMOGRAPHICS\ (91,5804

#eauKi (Gender) ;aSo0,, (29U Sob «(sSlos)) Sal (Segw Seli) ol
Alien # (Female) wsw O Male) ,iiO Name (Last, First, Middle)
S09, % S 0,l0j 9 9L # yusi3gs 99U 0,05 9 9U Oliianig Vs>l S5,
#  gwas Sponsor Name and Phone # Address (Jlw/j9,/ Sib)
Case Manager Name & Phone # Date of Birth
RSty S5 lwws0,8y U St 34 Vs & Wild igass, |36/ 09ilw,S w9 U ity (st 3U
Screening Physician/Nurse [STYWI LT S ou ST Health Screening Agency

Country of Birth Date of Arrival. Resettlement/Volunteer Agency

ASSESSMENT FINDINGS \ vailSiauwad (vlsaigasawos

(Pregnancy) (silSeg> O (Completed Refugee Health Assessment Form) 1,S glocs ;aubiay (siowg,iai (soailSiawdaa O (Diagnosis) :gwil jis
(Abnormal Exam or Medical History Findings) (egaiigs 090,93 (sulSasuilsly) (sSin sy Saiwmins (wolSU b (sulwll Sogais ) Su8b O

(Stool/Serology tested positive for paratite or ova) eges (s, wushlb Ol 1S 8 S58J8,0w /8 yail (o O

(Other)as,> O (Tuberculosis) Jwl (Latent Tuberculosis Treatment) (sugi sduw silojyos O

(Chest XRay) diuw (oSl (sSoiwd O (Sputum) paday, 0 (P&Stool O) O&P & §,auil, O (Labs Ordered) :a5.8U (sulo,a9
(genHepatitis B Anti) v siwilds (siszl O (HIV Test) s U aus svwid  (Liver Function Test) (LFT) S)as (95,5, (s O
(Complete Blood Count) Sjlgb> s, JaSal (CBC) ¢rg> Ssloai (sus,lo; 0 (Immunization Titers) wbisS Sxiaysy, O
(Chlymadia/Gonorrhea) LawoMS/ L5585 (Syphilis) O (RPR) udutw O

inlSaan (w39 LG (Lab Results (See Health Assessment Form) :( svawg,b@i (NailSiauulad w 89 a ilgy) a5l silSaelsU
(No) g0  (Yes) (sJa,O0 (Health Assessment Form Attached?) Sosl,S auigld (suwe, a0

(Influenzna) lpeglesas 0 (Hepatitis B) v swwlya O (Varicella) asyy96w 0 (MMR) MMRO  (Immunizations Administered) :0Sogl ) olxidu ailigs
(Other) as,> O (Twinrix (Hep A&B) (B 9 A (suwsilus) yuSoywes O DTaP/Tdap/Td O

(Immunzation Titers-Immune to) :@ j> ilgS - UUgS S,
(Hepatitis C) (sow sowilid O (Hepatitis B) v uwilia O (Varicella) (Mowy,B8) al> 0 (Rubella) Migg, 0 (Mumps) o,>alo O (Measles) o3s,9-w O

REFERRALS\ulsais,U

(You have been referred to) :sV g Sgl,>,0i 8
(Primary Care Provider for further medical care) il (sSciwin Syisels &0 swbio aiw (suydgls Syasswls O
(Optometrist) ;Lwaslgl>0O  (Nutritionist/WIC) S|s> S)gann/WICO  (Dentist) S_iwgjwlss O
OB/GYN (Specialist for) Sy O 10s,bad sasys SuogLLHD/ ) Us,Silo 05 Csis,Siemwos/il; vuiadas g LHD TB saol,a O
LHD TB Program for further evaluation/start medication (LHD/other referral center:
(Other) as;>0 (None) Sayd O

& 99=slesay & wad gl (sSauesly U gl §
(27 5,5 imao; Sosily=) (=S 55> lab)

You will need a follow-up appointment within for

(specify timeframe) (specify purpose)

MEDICATIONS\ ulsailo,0>

(No) a0 (Yes) ¢sJay O (Medications prescribed) Soglwgsi 4 wSaugg,ls> LU

Please list names of medications and reason prescribed :ogacwggiv Ulilgs S)S88 g LISegg,)ls Sgb wlSH

(No) usa 0 (Yes) ¢sJa O (against MCO Formulary Medications checked) So9ail,S 58U MCO Saoliilo,ad (susau UlSgg,ls LU

NEXT STEPS\ ,ilg> silSoglSiad

wSaSy S,y waSaSiyy JaSal igasisly & Sasesly Sogds & als § Sany )8 yawal aS So,loj 95 & aSy wssalas O
Call the number on your insurance card to schedule an appointment with your doctor.

w05 (@ulel) S (olSfweassy) _ a) woanl iwigaSipsl Sedls O

Your next appointment is on (dateftime) for (purpose).

8 Sy vgdaai (3> S aliay (riws, N uSiamas a4 wobaw yas wSauilhaSs b lwy ,as aSa O
Call if you have any questions or concemns about your refugee health assessment.

gy S @ oglyidgi aS So 3> 9 LlSegg,l> O
Take medication as directed.
CDC: http://www.cdc.gov/immigrantrefugeehealth/pdf/intestinal-parasites-domestic.pdf. (soSaudsis, i ass § bl saushl 8 svge=lslesay )i, O
Recommend stool parasite follow-up per CDC guidelines: http://www.cdc.goviimmigrantrefugeehealth/pdffintestinal-parasites-domestic.pdf.
Wi S liwo,qy Ol Stinsy W 0 a0)3d pA) SauysS O
Give a copy of this form to your doctor or nurse.

NOTES\ ulSaiulsL

09aiS0> 5 A0,89 pa AS SawaS 9 Shjlg 09aiS0> 0,89 P aS SawaS 95 Sl




weasy),
Date Signature of person completing the form Name of person completing the form
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